Perfusion 33 (1) centrifugal pump (MAQUET) with heparin-coated circuit tubing, a Sechrist oxygen/air blender and a water heater-cooler (MAQUET). At 12:10am, ECMO was successfully established. We note that, in the course of the machine operation, the oxygenator and the centrifugal pump were never replaced and the heater-cooler was used continually. Heparin was maintained intravenously. Adequate anticoagulation was monitored by maintaining the activated clotting time (ACT) within 160-200 s.
Six days later, ECMO was discontinued and the cannulae were removed from the patient at the bedside. Two hours later, after stopping ECMO, the patient was weaned from mechanical ventilation and extubated. Also, she regained consciousness. However, a day after stopping ECMO, the patient developed a fever and complained of blurred vision in the right eye and knee pain. B-scan ultrasonography of the eye suggested infective endophthalmitis ( Figure 2 ). On day 7 after stopping ECMO, she became drowsy. A cranial computed tomography (CT) scan showed evidence of a brain abscess. Blood cultures and a sample of vitreous humor from the right eye confirmed the presence of Scedosporium apiospermum. Treatment with multiple antimicrobials, including voriconazole, were ineffective. Furthermore, her conscious level deteriorated and, by April 15 2015, the patient was in a deep coma. A repeat cranial CT scan showed evidence suggesting hematogenous disseminated brain abscesses and diffuse brain swelling as well as encephalorrhagia. Her relatives advised discontinuation of active treatment and she did not survive.
Studies have demonstrated that, for patients who suffer cardiac arrest in hospital, the use of ECPR can improve survival. 1 In this patient, ECMO as standard chest compressions were ineffective even though it was promptly established. After six days, the ECMO and mechanical ventilation were successfully discontinued and the patient appeared to have sustained no neurological injury. Infective complications of ECMO are common, 2 with a reported incidence of up to 31%. 3 They are one of the principal causes of mortality in patients treated with ECMO. Septicemia is the most common type of infection in hospitalized ECMO patients. Given the need to place various catheters in the course of treatment, the patient was at high risk of nosocomial infections.
We isolated Scedosporium apiospermum from both the patient's blood and vitreous humor. This organism is widespread in nature, being found in places such as swamps, wetlands and waste water. It is a rare, but nonetheless important, pathogenic fungus, causing infections in patients with immune deficiencies or who are immunosuppressed. 4 
Discussion
ECMO for extracorporeal life support during ECPR is an emergency condition. [5] [6] Considering the whole process, we speculate that, due to lack of experience, unfamiliarity with the peripheral cannulation procedure with continuous CPR or as a result of time pressure, one nurse could have accidentally touched the sterile cannulation without sterile gloves in a crowded environment. This might be the cause of the rare fungus infection which is often fatal. Common sites of infection include the lungs, joints (the knees being most commonly involved), eyes and brain. 7 Due to the poor penetration of the blood-brain barrier of available antifungals, effective treatment of Scedosporium apiospermum infection of the central nervous system is very difficult. 8 This is especially the case for cerebral abscesses, in which the mortality rate is very high. Also, the current Extracorporeal Life Support Organization (ELSO) has not published data describing the variability in infection prevention practices. There is a clear statement of importance for the mitigating infection from ELSO. 9 ECMO patients are exposed to the same risk factors for infection as other critically ill patients requiring invasive monitoring and interventions, especially vascular catheters. All ECMO patients should receive antibacterial prophylaxis, including anti-Gram-positive cocci and infection surveillance, with pathogen culture. Physicians in the Emergency Department should be adequately and diligently trained to carry out ECMO in a fast, precise way that is free from bacterial contamination. This will ensure that, when ECMO is utilized in procedures such as ECPR, it can be carried out successfully without haste, contamination and bacterial infection in a short period of time. We, therefore, believe that it is beneficial to form an ECPR rapid response treatment team based on a regular group of health personnel. In addition, for effective team operations, it is advised that a room or sufficient space be allocated solely for ECMO in emergency centers, with necessary equipmemt.
